Each module follows the same pattern with regard to the educational structure and organization of the material. The content should be adapted to the student level: trainees in their very last year of training in rheumatology as well as established, practicing rheumatologists in Europe. This should affect the level, the scope and the aims of all components of the course for each module. These components are:
. Main text
The order of authorship has been defined as follows (please use the following phrasing also in the main text of your update:
For this module, the

Lead author is (name of author)
Junior author is (name of author)
Senior author is (name of author)
Normally the Lead author should be the first Author, his junior can be the second author and the Senior author is the last. Authors can decide the order -i.e. in some cases the Junior might be the first author. Authors are asked to write the order of the authors right beneath the title of the main text.
Previous authors were: (please add the previous authors)
The review should be written in the style of a good quality text-book chapter with headings, subheadings, tables, graphs and diagrams, (10'000 to 15'000 words).
 It should be written in clear simple English.  Sentences should be kept short.  Terminology and explanations should be made simple.  New words, concepts, abbreviations and acronyms should be explained.  Care should be taken when constructing explanations of concepts, procedures or processes to include all relevant steps.  Clear summary in (10) bullet points should form the closure. Please check that this summary covers the key learning objectives of the module.  References should not be numbered in the text, correct example: (Demoulin et al, 2012) .
A link to pdf-versions of free PubMed articles (where possible) would also be useful. o Please add the complete list of all references in alphabetical order at the end of the main text, marking the key references with an asterisk. This procedure should make it easier to add references (no re-numbering necessary upon updating) and help to equalize the different versions. o Key references should be limited to 10 (in some cases to a max of 20-30).
B 1.3. Pictues / -figures
10 to 30 pictures / figures (with a short self-explanatory legend for each) should be included and referred to in the text (high quality jpeg pictures concerning clinical, radiological or biological data. See "Technical guidelines" for the questions of quality). Using pictures is an asset of an interactive educational text; for instance when in the chapter on systemic sclerosis Raynaud phenomenon is described, you might click on the term Raynaud phenomenon, and a picture of this phenomenon will pop up. Please use this modality ! If a patient is recognizable on a picture, informed consent of that patient is needed; please supply that.
Please realize that these pictures will be part of the next edition of the EULAR Textbook on Rheumatic Diseases, and need therefore be free of copyright.
Students should be able to download the pictures for personal use. Therefore, when supplying pictures, please be sure to supply them without copyrights. You can obtain free pictures for this purpose from several sources, e.g, 
B 2. In-depth discussions (illustrated)
Two in-depth discussions (if possible max. 1'500 words each) are meant to expand on one relevant clinical problem each. It is expected that these papers will include evidence-based discussion. Please note that also here pictures may be important for illustration. For example, in a chapter on crystal arthropathies there might be additional discussion, at greater depth, on two of the following topics:  co-existence of gout and septic arthritis  management of allopurinol hypersensitivity  renal dialysis arthropathy.
The content of these in-depth discussions may of course be adapted yearly. If for instance a new treatment for gout becomes available, the in-depth discussion can be changed to: new treatment modalities of gout.
B 3. Interactive clinical cases (illustrated)
Two classic cases should be drawn up, exemplifying and illustrating key objectives of the module (if possible max. 1.000 words for each). These cases can be used to add new information and may emphasize important aspects of diagnosis or treatment. Note, however, that they are mainly intended to illustrate the application of knowledge, the ability to do things, to solve clinical problems with the acquired knowledge.
They should be interactive studies taking the student through a clinical case from initial presentation through history, examination, differential diagnosis, investigations, interpretation of investigations, diagnosis, management and follow up. At each stage of this process there should be challenging questions making the students stretch their thinking and work at the highest clinical level. Illustrations can be used here as well.
 You must ensure correct choices have to be chosen from sufficient incorrect possibilities  Do not use True False questions  Vary the choice of question type  Select questions which test content from across the whole range of module  Avoid complex questions such as double negatives  Always include some questions asked in relation to a clinical context, given as a 'vignette'  Avoid simply testing student recall of simple facts; better to test application or clinical reasoning, treatment and management applied in a specific clinical context
Question Sets A1 and A2
Two sets of questions are needed. One of these sets will be used for the final Each set should have a total of 20 marks. A mark is equivalent to a correct choice from a set of possible choices (see appendix C4, p 24).
Module Assessment: A1
One set of questions (totalling 20 marks) will be used at the end of each module. An 80% correct assessment mark is needed if the student is to progress to the next module. There is a 3-step procedure:
1) Students answer the questions, submit the assessment and get an immediate response: they know their success percentage and get feedback on the questions whether they are right or wrong.
2)
Try again, think again. If the questions are wrong a second time, Try again, think again. If students fail, they now receive the correct answer(-s) and may proceed to the next module.
Course Exam: A2
The last set of questions (totalling 20 marks) will be used in the final examination at the end of the course. It is particularly important that the questions in A2 are examples of best practice in assessment in order for the exam to be valid and reliable. Offer up to 3 marks per question stem for correct answers from a selection of at least twice as many options.
Extended Matching
Match Examples C3 p20
This is an excellent choice. Offer 3 marks for matching a list of 3 items, (often clinical cases or features), with a longer list (7-9 items) of treatments, drugs, conditions etc. You can generate more marks with fewer options; test higher order reasoning and incorporate clinical context.
Use images in Questions C3 p22
A useful way to introduce variety and generate question possibilities in clinical context.
Ranking C3 p21
This is very occasionally useful to introduce some variety, but you must be clear to use in situations where evidence is clear. For clarity it is best to limit the required selection to 3 ranked correct choices and to allocate 1 mark for the whole correct ranking in order to avoid ambiguity. 
Clinical context is important
The assessment should preferably follow a case-based format, i.e. a clinical case is designed and questions are put along its description (see appendix C4, p 24). This might include questions on history and examination, investigations, interpretation of data, diagnosis, management, follow up and sequels. Even if the authors choose not to use a clinical case, please take into account that questions should be related to a clinical context and not simply assess isolated facts or pure recall memory.
Enhance fairness through valid and reliable assessment technique
Please try to refrain from double negative questions. It is important to make sure that the content of the questions relates to the educational material provided in the module. The level of questioning should be appropriate to the target group i.e. critical evaluation of evidence, advanced interpretation of investigative data and the use of professional diagnostic reasoning.
Learning from Feedback on Assessment: A1 in particular
All questions should be provided with an appropriate amount of feedback for each of the correct and incorrect answers.
We do realise that preparing the assessments is quite difficult. However it represents a major part of the educational quality of what we provide. Therefore, we have added in the appendix extensive examples, and both your convenor and the educationalist, may help you further. Please realize that this part of the module will take quite some time for you to prepare.
Please refer to below appendixes C2 (p 11), C3 (p 23) and C4 (p 30) for details and examples of questions.
EULAR 
WRITTEN TOPIC TITLES
Text headings should be numbered consecutively and by level like this:
I-FIRST LEVEL HEADINGS
Type first level text headings in capital letters over to the left. Begin with the text on the following line.
I-1 Second Level Headings
Second level headings should be typed in lower case letters but with the main words capitalised. Begin the text on the following line.
I-1-1 Third level headings
For third level headings, only the first letter should be capitalised. Begin the text on the following line.
All pictures should be numbered with consecutive Arabic numbers. When referred to in the text, the word "picture x" should be written out in full. Keep the actual picture separate from the text, but indicate an approximate position for each in the text by inserting at an appropriate place the line:
"Picture x near here + Legend". 
Interactive clinical cases -an example
This case description was designed to offer the authors some ideas about the potential educational use of the interactive opportunities offered by the internet. It was kept intentionally simple in trying to convey possibilities that are immediately available. For practical reasons, authors are invited to adhere to the given examples. However, the Committee warmly welcomes any suggestions authors may have on further interactive models. These will be explored for feasibility and possibly considered in future editions of the Course.
Amongst the case description below you will find coloured areas with comments:
Those in yellow are intended to exemplify the kind of information the webmaster will expect from you in order be able to respond to your wishes. Please also shadow in yellow (in your case description) all comments you intend to address to the webmaster only. Those in green are intended to clarify issues relevant to authors.
Case:
Susan, a 27 year old secretary asked for an appointment at our clinic because of mild morning stiffness affecting her hands.
As she worked in a hospital, she had heard that such symptoms might be significant and she wanted just to make sure.
While walking into the clinic she looked well and happy. She spontaneously stated that she was in general good health and had no other major complaints. Authors are expected to comment (feedback) relevant issues on all hypothesis posed in questions, either right or wrong. These will be seen by students only upon clicking a designated button in the internet screen.
Q1. Although the complaints seemed mild and unimportant, we should keep in mind that early diagnosis is extremely important in a large number of rheumatic conditions. This requires the consideration and exploration of mild compatible complaints. Certainly, early morning stiffness, especially in a young woman, deserved more attention.
Q2. Blood tests must be guided by clinical hypotheses: do you already have a consistent one? Q3. It would be ill-advised to start medication without exploring more the diagnosis. This could be a serious condition, requiring a completely different approach! Q4. Of course! We still knew too little about the patient and her complaints, to decide on the next step.
Q5. More information is needed to choose the best investigations. Hand X-rays are not very informative in the early stages of most rheumatic conditions. Authors may want to ensure that a page-break is inserted in a specific point in order to keep the student from seeing information available in the following page. Please note: the students will always be allowed to go back to the previous page. Q5. Although some rheumatic conditions, such as rheumatoid arthritis, may cause clear changes in hand X-rays as early as six months after onset, appropriate interpretation of radiological data would require a more comprehensive clinical picture and be related to other investigations.
Notes to Webmaster: Insert page break
Write down the main questions you would like to ask regarding the presenting complaints and check your questions against our approach. 
Pause and reflect
Notes to Webmaster:
Type of question: rhetorical (to promote thinking and give an answer) Feedback (to appear on clicking an icon for "answer" after the question above):
The clinical pattern of this pain suggests pleural inflammation. The lack of aetiological diagnosis after investigation suggests that it was not infectious. Could this be related with the present history of arthralgia and fatigue?
She had one child, aged 5 and had a spontaneous abortion at 2 months pregnancy, 2 years before. Spontaneous abortions are not rare events and can be otherwise meaningless. However, in this clinical contest, the physician would be wise to consider the possibility of antiphospholipid syndrome underlying this event.
She denied any other significant events (including specific issues such as deep venous thrombosis, mouth and/or genital ulcers, unexplained fever, abnormal bleeding)
 What could be the potential relevance of these aspects?  Pause and reflect
Notes to Webmaster:
Type of question: rhetorical (to promote thinking and give an answer) Feedback (to appear on clicking an icon for "answer" after the question above): Elaborating a short case description ("framing the problem") is a very useful and productive educational task.
Feedback (to appear on clicking an icon for "answer" after the question above):
Inflammatory arthralgia and fatigue in a young female with lymphadenopathy, Raynaud's and a history of spontaneous abortion and pleuritis. -Fibromyalgia. Not at all. Although patients with FM may complaint of swollen joints, fatigue and stiffness, the pain, in this case, was not generalized and tender points were not checked. FM has no relationship with abortion, pleuritis. Lymphadenopathy is not a feature of FM although it can be found in chronic fatigue syndrome, a close affiliate to FM.
-Hypothyroidism. Puffy hands, arthralgia and even pleural effusion can be found in cases of hypothyroidism. The clinical picture is, however, usually dominated by fatigue and psychological impairment. Abortion and lymphadenopathy do not enter this clinical pattern.
-Rheumatoid arthritis. Bilateral "inflammatory" hand arthralgia in a young female should raise this possibility. It is usually not flicting, though. Lymphadenopathy and pleural effusion can de cause by RA, but usually this happens in the context of active overt disease. Abortion would require and alternative explanation.
-Systemic lupus erythematosus. All manifestations present can be part of SLE. The case illustrates a common clinical pattern where this diagnosis must be considered: mild, frequently unspecified but compatible complaints in a young person. Spontaneous abortion could be a sign of APS, a common associate of SLE.
-Polymiositis/Dermatomyositis. Fatigue, a common non-specific symptom, must be distinguished from muscle weakness -a highly significant and specific finding. Lymphadenopathy, arthralgia and bouts of fever can occur in PM/DM.
-Primary APS. APS is an important cause of spontaneous otherwise unexplained abortions, but it wouldn't explain any of the other problems. APS should be considered but only as "secondary" to another disease, such as SLE a. RA is not suggested by any given lab pattern. -the presence of RF in a high titre has a high specificity for this diagnosis in a compatible clinical scenario. b. There are two descriptions compatible with SLE: Nºs 1 and 3. In the first scenario there is a clear lab suggestion of antiphospholip antibody syndrome which has probably resulted already in abortion. In the third, there is evidence of renal involvement -a major event in SLE. c. This is strongly supported by the third scenario: the immunological profile is quite typical of SLE (common IF pattern and antibodies against a range of extractable nuclear antigens). There presence of increased urine protein loss and cylindruria demonstrates the involvement of the kidney. d. The first scenario is strongly suggestive of this diagnosis, especially taking into account the history of unexplained abortion. The immunological pattern is compatible with SLE and the high titre of anticardiolipin IgG antibodies establishes the diagnosis of APS. 
Example
A 76-year-old lady is admitted to hospital with abdominal pain and undergoes surgery for a strangulated femoral hernia. She had previously been well and was on no drugs apart from omeprazole 20mg daily as required for intermittent dyspepsia, and bendrofluazide 5 mg daily for the past year for bilateral ankle swelling. Over the past 15 years she had experienced bilateral anteromedial knee pain, worse going up and down stairs and on prolonged walking, and associated with a few minutes of early morning stiffness. She had taken nothing for her knee pain.
There were no surgical complications but on her 3 rd post-operative day she develops an acutely painful swollen right knee and feels a little unwell. She had never before experienced acute swelling of any joint. On examination she has a warm effusion, marked joint-line and periarticular tenderness and overlying erythema of her right knee; it is too painful to fully examine movement. Her left knee shows patello-femoral crepitus, bony swelling of the tibio-femoral margins, a bulge sign and reduced flexion and extension without stress pain. Her temperature is 38.4° C. 
c) Extended Matching
Extended matching questions involve matching elements of a shorter list with elements of a longer list. Usually the longer list consists of drugs, named diseases, conditions, diagnoses, treatments, etc., and the shorter list consists of presenting features or clinical case descriptions. The longer list should be at least twice as long as the shorter list.
Example
The following patients all have arthritis. Select the most appropriate diagnosis of arthropathies associated with characteristic patterns of joint involvement from the list below. a psoriatic arthritis b rheumatoid arthritis c haemochromatosis
